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CITATION G r o u p s  Covered 

REGISTER or 


A PERCENTAGE of the 

Federal poverty 

level, which is in 

excess of the 

MEDICAID applicable 

INCOME level" (as 
defined In 
2110(b) ( 4 )  of the 

Act) but by no more 
than 50 PERCENTAGE 
POINTS 

The State covers: 


All children 

DESCRIBED above who 

are under age 

19 (18, 1 9 1  WITH 
FAMILY income at or 
below 200 percent 
of THE FEDERAL 
poverty level. 

The FOLLOWING 

reasonable 

classifications o f  
children described 

above who are under 

age (18, 1% 
WITH FAMILY INCOME 

at or b e l o w  the 
PERCENT of the 

Federal poverty

Level specified for 

= h e  CLASSIFICATION(S) 

i ADD NARRATIVE 1'":: 
DESCRIPTION P T I O N  ( 3 ;  OF 
THE REASONABLE 
C L A S S I F I C A T I O N ( S )  
AND THE PERCENT O F  
THE FEDERAL POVERTY 
LEVEL USED TO 
ESTABLISHED 
E L I G I B I L I T Y  FOR EACH 
C L A S S I F I C A T I O N . )  

1902 ( 5 )( 1 2 )  of THE Act _1L/2/9. 2 2 .  	 A CHILD underage 19 ( n o t  to 
exceed age 19) who has been DETERMINED 
ELIGIBLE 1 s  deemed to be ELIGIBILE for 
atotal of 12 months (not toexceed 
12 MONTHS regarcless OF CHANGES 1.: 
CIRCUMSTANCES OTHER THAN ATTAINMENT of 
the MAXIMUM AGE stated above. 

1920A of the Act MI/. 2 3 .  Children UNDER AGE-
19 who are 
determined BY a 


